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Abstract 
To date, little is known regarding the extent and nature of involvement of speech-language pathology 
(SLP) services within paediatric burn settings. The aim of this clinical service study was to investigate 
the role of SLP services within burn teams across Australia and New Zealand. Eleven paediatric burn 
units were identified as members of the Australian and New Zealand Burn Association Bi National 
Burns Registry. Representatives from both Burn Units and SLP departments at each setting were sent 
a link to a purpose-built online questionnaire. Seven representatives from eight centres were received, 
with paired responses [burn units and SLP departments] being obtained from six centres. Paediatric 
burn units and SLP departments were found to differ in perceptions of SLP involvement in burn care. 
No Burn Units reported utilization of a protocol for referral to SLP. Dysphagia, followed by orofacial 
contracture management was the most frequently reported areas of SLP involvement, and 
multidisciplinary contribution within these areas was recognised. A majority (71%) of SLP 
Departments reported involvement with chemical ingestion injury; however referral rates were low.  
This study confirms that SLP services are utilised within Australian and New Zealand paediatric burn 
units, and SLPs are involved with paediatric patients with chemical ingestion injuries. However, 
potential exists for increased SLP input. There is also evident need for established guidelines 
surrounding referrals and greater education regarding the role of SLPs within paediatric burn care.  
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Introduction 
Paediatric burn injuries represent a significant proportion of total burn cases annually, with 
children under the age of five accounting for approximately 20% of total burn cases (ANZBA, 2012). 
Medical and surgical advancements over the past five decades have led to significant reductions in 
mortality, and most children, even those with large total body surface area burns, are expected to 
survive (Branski et al. 2012; Sheridan et al. 2012).  Such decrease in mortality has, in turn, led to 
higher levels of morbidity and, thus, there is increased attention on ensuring appropriate clinical 
services are available to optimise functional outcomes. Optimal treatment of children with burn injuries 
requires a multi-skilled team approach. This has resulted in development of specialist paediatric Burn 
Units that have made the delivery of multidisciplinary care possible in both the acute and rehabilitation 
phases of recovery (Herndon, 2012).  
Historically, speech-language pathologists (SLPs) are relatively new members of the 
multidisciplinary burn care team. Research has demonstrated that SLPs may be involved in the 
assessment and management of dysphagia (swallowing impairment) and communication disorders 
following burn injury, including the management of vocal fold injury following intubation (with or 
without concomitant inhalation injury), tracheostomy management, and non-surgical orofacial 
contracture management when facial mobility and effective communication, and range of movement to 
facilitate oral feeding are impaired (Clayton et al. 2009; Clayton et al. 2010; ; Rumbach et al. 2009; 
Rumbach et al. 2011a; Rumbach et al. 2011b; Ward et al. 2001; Williams et al. 1992). However, such 
roles have been described in relation to adult burn care management only. The level and nature of SLP 
involvement in paediatric Burn Units remains largely unexplored. In a service study of SLP in burn 
care, Snyder et al. (2003) reported that 11 of the 39 units surveyed in the USA were involved in 
paediatric burn care. Unfortunately, no other information was provided about the nature of these 
services. Other research has advocated for SLP involvement in the assessment and management of 
communication disorders in children with burn injuries (Brooks et al. 1986). However, specific 
information regarding the extent of SLP involvement, the current role of the paediatric SLP in burns 
units, and the current nature of SLP involvement is yet to be clarified.  
There is also limited information regarding the nature of SLP services across different types of 
paediatric burn injury. Paediatric burns encompass injury from thermal, electrical, friction and 
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chemical causes. Of these injury types, chemical burn injuries constitute 2.1% of total paediatric burn 
injury (ANZBA, 2012).  In this group, chemical injury caused by the ingestion of chemical-containing 
items in the household, in liquid or solid form (including items such as button batteries) forms the 
largest proportion (Litovitz et al. 2010; Lupa et al. 2009). Whilst a number of large cohort descriptive 
studies have examined the nature and clinical presentation of ingestion injuries (Bautista et al. 1997; 
Bicakci et al. 2010; de Jong et al. 2001; Gaudrault et al. 1983; Gun et al. 2007; Nuutinen et al. 1994; 
Riffat et al. 2009; Urganci et al. 2014), these studies have focused on information central to the medical 
and surgical management of this population. How SLP services are involved with this population of 
children is of particular interest, as studies have shown that chemical burns can have a significant 
impact on swallowing and oral intake, with dysphagia reported as both, an early indicator of chemical 
ingestion injury, and as a late sequalae related to oesophageal damage (Kay et al. 2009; Riffat et al. 
2009). Dysphagia incidence post-chemical ingestion injury has been reported as a high as 36% 
(Gaudreault et al. 1983) with 8% of children presenting with ongoing dysphagic symptoms at three 
weeks following ingestion injury and beyond (Bicakci et al. 2010; Nunes et al. 2014). With an absence 
of information on the clinical characteristics or impact of dysphagia on oral intake, or the role of SLP 
in the management, and the recovery of dysphagia in these patients, there is minimal information 
available to help inform SLP services. 
Whilst it is recognised that SLP is relatively new to the multidisciplinary team involved in 
burn care, it is critical that patterns of practice and service characteristics are documented and 
understood, such that ongoing growth and development of this role can continue. Therefore, the current 
study aims to: 1) establish the extent and nature of SLP involvement across the continuum of paediatric 
burn injury in Australian and New Zealand; 2) establish the nature and extent of SLP involvement in 
chemical ingestion injury, and; 3) compare and contrast the views of SLP Departments and Burn Units 
regarding current SLP service delivery in paediatric burn care.  
 
 
Methods 
The Australian and New Zealand Burn Association (ANZBA), the peak body for health 
professionals responsible for the care of burn injured patients in Australia and New Zealand, acted as a 
gatekeeper for participant recruitment. An advertisement prepared by the research team was 
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disseminated by ANZBA to all registered paediatric burn units in Australia and New Zealand. At the 
time of the study, 11 paediatric burn facilities were identified as providing either exclusively paediatric 
burn care, or combined paediatric and adult burn services, and were registered data contributors to the 
ANZBA Bi-National Burns Registry (ANZBA, 2012).  In order to gain both Burn Unit and SLP 
Department service perspectives from each site, a senior representative from each department (Director 
of nursing or equivalent in the Burns Unit, and speech pathologist allocated to the burns caseload in the 
SLP departments) at each facility was asked to complete a secure online questionnaire (administered 
via www.surveymonkey.com), designed specifically for this research, during a four-month period 
(March – June 2013). It was specifically requested that respondents be a senior burns unit 
representative and the SLP responsible for this caseload in order to ensure that the responding person 
for each group had a sound overall perspective on the units’/departments’ management practices.      
The survey respondents were asked to identify the service they were representing (i.e., the 
burn unit or the SLP department), with all other aspects of the survey being non-identifiable. Two 
separate surveys were developed - one for the Burn Units (Appendix A), and one for the SLP 
Departments (Appendix B).  This was to enable the collection of general information pertaining to each 
service area (i.e., from either the SLP department or the burn unit), as perceptions regarding service 
delivery were predicted to differ both between SLP departments and burn units, and also between 
facilities, depending on service needs. This also enabled comparison of views from two departments at 
the same facility. Consenting Burn Units were asked to forward the SLP survey link to the SLP 
Department at their facility for completion. 
 The Burn Unit survey consisted of 13 questions, which related to perceived sufficiency of SLP 
services in the Burn Unit, referral practices, Burn Unit awareness of SLP services, and the members of 
the burn care team. The SLP service survey contained 17 questions addressing the aforementioned burn 
survey topics, and additional questions pertaining to full time equivalent (FTE) SLP positions 
dedicated to the Burn Unit, frequency of referrals received for burns, and specific questions relating to 
chemical ingestion injuries. Questions surrounding chemical ingestion injuries were exclusive to the 
SLP survey, as the majority of paediatric patients with this injury type typically do not receive medical 
or surgical care within a Burn Unit (rather, generally receiving primary care from Otolaryngology, 
Gastroenterology, or general Surgical staff).  Therefore, it was anticipated that it was less likely that the 
Burn Unit representative would be able to provide detailed feedback about this population.  
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Both surveys consisted of dichotomous (e.g., yes/no), multiple choice, and open-ended 
response questions. For some questions, additional open-ended response fields were included, so that 
respondents were able to elaborate or clarify their responses. Question and page skip logic was utilized 
to create custom paths depending on participant’s answers, to ensure extraneous or irrelevant questions 
were not asked. Both surveys were intentionally designed to be brief to encourage participation and 
their purpose was to collect general information only, rather than detailed information on specific 
practices. As such, it is acknowledged that some concepts e.g., orofacial contracture management and 
tracheostomy management are used in a broad sense, with the survey intent only to determine if SLPs 
were involved in this aspect of care, rather than defining actual activities completed by each member of 
the MDT in contracture and tracheostomy management. Furthermore, as surveys were being completed 
by health professionals with experience in burn care management, it was not felt necessary to define 
common burn care terminology. Participants were required to consent before they could access the 
online survey, and all data were collected in a de-identified manner to encourage participation. The 
study was conducted with ethical approval from The University of Queensland’s Behavioural and 
Social Sciences Ethics Committee. 
 
Results 
A total of eight separate centres provided some information (response rate of 72%), consisting 
of seven verified Burn Units, and seven SLP Departments. Six centres provided responses from both 
the Burn Unit and SLP Department co-located at the same facility. Locations of responding centres are 
indicated in Table 1. 
/insert table 1 near here/ 
 
Service Provision and Sufficiency 
Given the diverse nature of responding services, the reported average number of admissions to 
paediatric Burn Units varied greatly, ranging from 70 to 700 annual admissions (M = 234.33, SD = 
214.68). Four (57%) Burn Units reported that SLP provided services to the Unit, and that services were 
sufficient to fulfil patient needs. Three reported having no SLP services. Of the four Burn Units that 
reported having SLP services, all reported SLP involvement in swallowing, voice, and speech, as well 
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as general communication and developmental issues. Three of the four sites also noted SLP 
involvement in orofacial contractures and tracheostomy management.  
In comparison to the Burn Unit responses, all (n = 7) of the SLP Departments reported 
providing professional services to their co-located Burn Unit. Of these, only four Departments said the 
level of service was sufficient, which did not match the Burn Unit data responses about service 
sufficiency. Only one SLP service reported having a dedicated FTE (0.3) position in the Burn Unit, 
whilst the remainder provided services from general SLP staff pools. Across all settings, average 
general SLP Department size was 8.85 FTE SLPs (range = 4 – 14 SLP team members).   
 
Referral Practices 
No Burn Unit reported use of an established referral protocol to inform referral practice to 
SLP.  Referral methods included open referral (i.e., the SLP has access to any patient which they felt 
would benefit from their services; 28%, n = 2), referral from medical staff (57%, n = 3), and referral 
from other health professionals (e.g., nursing, allied health; 57%, n = 3). Similarly, 100% (n = 7) of 
SLP Departments reported that patients were referred on an individual, case-by-case basis. Overall, 
referral rates to SLP were low, with a majority of SLP Departments (71.4%, n = 5) reporting less than 
five referrals from the Burn Unit annually. Two (28.5%) remaining SLP Departments reported 5-10 
referrals per year. 
 
SLP and Multidisciplinary Management 
Regarding allied health services, all Burn Units reported availability of services from 
physiotherapy, occupational therapy, dietetics, and social work staff (100%, n =7). Psychological 
support services were available in 85% (n = 6) of Burn Units. Additional members of the 
multidisciplinary team included a play coordinator (14.2%, n = 1) and music therapist (14.2%, n = 1). 
Both Burn Units and SLP Departments also noted multidisciplinary involvement in swallowing/feeding 
issues and orofacial contracture management (Figure 1 & 2). All respondents from both groups 
indicated that SLPs were involved in swallowing and feeding difficulties. Other team members were 
also identified as involved in this area (including mention of dietetics in the “other category”), with the 
Burn Unit responses indicating higher involvement of other allied health staff. Regarding orofacial 
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contracture management, both groups identified that numerous professionals were involved. Burns 
units specifically identified involvement of dentists in the management of orofacial contractures.  
 
/insert Figures 1 & 2 near here/ 
 
Chemical Ingestion Injury 
The majority of SLP Departments (71.4%, n = 5) reported staff involvement with children 
with chemical ingestion injury. However, all five services noted that referrals were infrequent, with 
most (n = 4) reporting less than five referrals per year. The one SLP Department that reported having 5-
10 referrals per year was noted to be the largest of the surveyed Departments (annual admissions of 
700/year). Referrals to these five services were reportedly received via a variety of methods, including 
through the feeding service (20%, n = 1), medical team (40%, n = 2), and the Burn Unit nursing staff 
(20%, n =1). One respondent reported referrals were received on an ‘as needed’ basis, but did not 
specify a common method or source of referral. Children with chemical ingestion injuries were 
routinely managed under differing medical teams, depending on injury presentation, with 
gastroenterology (80%, n = 4), otolaryngology (60%, n = 3), general surgery (20%, n =1), and 
paediatric medical teams (20%, n =1) noted to be involved in care. 
The survey asked the relative frequency with which SLPs were involved in managing various 
clinical areas related to management of chemical ingestion injury. Of the five services that managed 
children with chemical ingestion injury, swallowing was the only area in which most SLP Departments 
reported they were ‘always/often’ involved (Figure 3). Tracheostomy management, voice/speech, and 
general communication were indicated by most clinicians as areas in which involvement was 
infrequent. Regarding other team members involved in management of chemical ingestion injuries, 
only two clinicians listed other professionals, and these included occupational therapy, dietetics, 
psychology, and social work. One SLP Department also acknowledged the inclusion of child advocacy 
services. The other three SLP Departments indicated they were unsure of which other members of the 
team were involved with these children. 
/insert figure 3 near here/ 
 
Discussion 
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This study provides preliminary evidence regarding the extent and nature of SLP involvement 
in Australian and New Zealand paediatric burn care teams. Based on the number of admissions and 
FTE staff, respondent centres represented a range of paediatric Burn Units and SLP Departments, with 
responses from most Australian states and territories. Overall, the results from this study indicate that 
perceptions between Burn Units and SLP Departments differ regarding the extent of SLP involvement. 
There is scope for increased education, awareness, and organisational processes surrounding SLP 
involvement in paediatric burn care.  
Burn Units and SLP Departments differed in their perceptions of the availability of SLP 
services. No prior studies have reported the perceptions of services from both perspectives; therefore, 
this is a novel finding. It was noted that only one SLP service identified that they had a dedicated 
service for the Burn Unit, and SLP Departments reported receiving low levels of referrals (i.e., on a 
case-by-case basis). At present, due to the absence of available data, we are unable to determine the 
proportion of children with burn injuries who would require referral for SLP intervention. Hence, it is 
currently unclear if this reported level of referrals indicates a lack of appropriate referral practices, or is 
simply a reflection of the low frequency of admissions for this population. For example, the population 
of children with chemical ingestion injuries has low prevalence. Incidence extrapolated from various 
retrospective reviews conducted worldwide over the last five decades indicates average annual rates of 
paediatric chemical ingestion presenting at specific services spans from two to thirty children per year 
(Bautista et al. 1997; Bicakci et al. 2010; Gaudreault et al. 1983; Gun et al. 2007; Nuutinen et al. 1994; 
Riffat et al. 2009; de Jong et al. 2001). Furthermore, of these cases, studies suggest that up to one third 
may have associated swallowing difficulties  (Gaudreault et al. 1983). Hence, the number of referrals 
reported by the SLP departments may be representative of the number of cases requiring their 
involvement for dysphagia management.  
Interestingly, although only small numbers of patients were reportedly referred to SLP 
services, most Departments reported that they felt their service to this caseload was insufficient. While 
the survey did not ask for reasons for this decision, it could be that SLPs identified further 
opportunities for increased scope and inclusion in paediatric burn care. As such, there is potential for 
increased education surrounding SLP services within paediatric burn care, and advocacy for these 
services. It has been noted in studies of rural and remote populations (O’Callaghan et al. 2005), that 
consumers who are unaware of services provided, or where to access them, may manage without these 
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services. Similarly, it’s possible that in Burn Units, promotion of SLP services may be required to (1) 
highlight the potential benefits of SLP services to staff, and (2) enhance utilisation of and access to 
SLP services for those patients who need it. 
The absence of established referral pathways to SLP services was evident across both Burn 
Units and SLP Department responses. This lack of established, consistent referral processes, agreed 
upon by Burn Units and SLP counterparts, could be an additional factor contributing to referral rates to 
SLP services annually. Targeted referral of children who present with dysphagia risk factors (e.g., 
referral of all children with chemical ingestion injury and endoscopically verified 2nd or 3rd degree 
oesophageal burns, known to have an increased risk of stricture development and consequent 
dysphagia; Sanchez-Ramirez et al. 2012) is likely to be the most appropriate method. However, in order 
to establish such targeted referral criteria, it is acknowledged that empirical data establishing the link 
between risk factors and communication/swallowing outcomes in any population is first required 
(Morgan et al. 2011). Until such specific data becomes available for children, the ANZBA (2014) 
published evidence-based referral criteria for SLP services which outlines specific criteria for SLP 
involvement (e.g., chemical ingestion, facial and/or neck burns, presence of tracheostomy tube) and is 
applicable to all patients with burns, should be more widely implemented (Clayton et al. 2014).  
Establishment of evidence-based clinical guidelines surrounding SLP intervention is also 
likely to improve service delivery. Clinical guidelines are known to improve health outcomes and 
service efficiency, and highlight under recognised health problems (Woolf, et al. 1999). Particularly 
within the burn population, evidence based, current guidelines are required (Foster et al. 2014). 
Established protocols to guide practice are important to increase SLP exposure to populations of low 
incidence, such as chemical ingestion, and enable acquisition of clinical experience.  
The team approach to burn care is well established in the literature, and is recognised as 
essential for enhancing patient outcomes (Al-Mousawi et al. 2009). It is evident from this study that a 
multidisciplinary team approach is being employed in paediatric burn care, particularly in the areas of 
swallowing, tracheostomy and orofacial contracture management. Of these areas, SLP role in 
dysphagia management was well recognised. In comparison, SLP services were not consistently 
recognised as having a major contribution to orofacial contracture management or tracheostomy 
management. While Australian publications do specify SLP as a core burn multidisciplinary team 
member, ANZBA (2014) allied health guidelines suggest that management of some aspects, such as 
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orofacial contracture management, will differ according to site policy, which may limit involvement of 
SLP in this area (Simons et al. 2014). Role ambiguity may also be being fostered by the availability of 
training programs that facilitate acquisition of multiple skills, and the increase in cross training of burn 
allied health professionals (Sutton, 1993; Whitehead et al. 2009). Furthermore, lack of recognition of 
the role SLP to aspects of care such as tracheostomy management post-burn may simply be a reflection 
of the relatively low numbers of children who receive tracheostomy following burn injury (Barrett et 
al. 2000). Future development of clear role delineation within the multidisciplinary team is essential to 
best utilise the skills of contributing professions (Rumbach et al. 2011; Sutton, 1993). It is possible that 
specific training to help SLPs enhance their clinical skills in this area and ensure that they are equipped 
with the knowledge and abilities specific to the burn population will help to build role recognition and 
ensure a targeted service is developed and delivered. Furthermore greater awareness and understanding 
regarding how SLP may contribute to patient care could be achieved through increased SLP presence 
through attendance at multidisciplinary team meetings and ward rounds.  
The results of this study indicate that SLP Departments are involved in management of 
chemical ingestion injuries, most often for dysphagia management. Given that current medical studies 
report a proportion of children post ingestion injury may experience significant, long standing 
dysphagia with some requiring long periods of non-oral nutrition (Gaudreault et al. 1983; Riffat et al. 
2009) there is likely scope for increased SLP involvement. Specifically this may involve an active role 
in the re-introduction of oral intake and weaning from non-oral nutrition once medically suitable. 
However, as little is currently known about the role of SLP services for this clinical population, further 
research is required to establish and define the SLP role within this population, inform markers for 
timely SLP involvement, and facilitate necessary referral practices to SLP when required.   
 
Limitations and Future Directions 
This study is the first of its kind to examine the involvement of SLP services in Australian and New 
Zealand paediatric burn care. The responses from the study provide insight into the nature and extent of 
SLP involvement in paediatric burns, and allow for comparison of responses between the Burn Unit 
members and SLP Departments. However, a number of limitations around the nature, design and 
distribution of the survey were evident. The sample cannot be deemed truly representative of the state 
of all Burn Unit teams or clinical management practices, due to the lack of control over the 
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professionals who completed the survey. In the current study, only a single member from both the 
burns team and the SLP department completed the survey. Hence views may represent their personal 
perspectives only. Although senior burns team members and SLPs involved in this caseload were the 
targeted group for completing the survey to ensure recruitment of respondents with awareness and 
insight into current management practices, the level of respondent experience and knowledge of care 
practices for patients with burn and chemical ingestion injuries was not defined. It is possible that 
respondents may not have been fully aware of all aspects of current management within their teams and 
as such the current information can only be considered as only an indication of current burn care 
practices and is not a definitive representation. Survey questions were also general and aimed only to 
provide an initial insight into current SLP services. Therefore, specific detailed information about 
service patterns and the nature of clinical services provided is beyond the scope of the current survey. 
Another limitation of the study design is the collection of the responses via an online-only method. 
Although this allows for fast and efficient data collection, interviews and focus groups would have 
revealed more detailed data, with potentially greater insights into Burn Unit operative practices and 
staff involvement in clinical areas.  
 
Conclusion 
This study provides the first step towards identifying the nature and extent of SLP 
involvement within paediatric burns. The findings revealed that SLPs are involved to some extent in 
the management of children with burn injury, including chemical ingestion injuries; however, there is 
scope for increased involvement. Further research is required to establish and define the clinical 
applications of the SLP role within the paediatric population. A greater evidence-base is needed 
support the role of SLP involvement with children with burn injuries, to inform referral and practice 
guidelines. In parallel, enhanced education regarding the potential advantages and skills of increased 
SLP involvement within paediatric burns would be beneficial.  
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Appendices 
 
Appendix A: Burn Unit Survey 
 
Demographics 
 
1. What country do you work in? 
a. Australia 
b. New Zealand 
 
2. In which state/territory are you located? 
 
3. Approximately how many acute admissions does the Burn Unit have each year? 
Speech-language Pathology Involvement 
 
4. Is there a speech-language pathology service in the Burn Unit? 
 
5. Are the following services provided by speech-language pathology in your burns unit (yes, no, 
unsure)? 
a. Orofacial contracture management 
b. Swallowing 
c. Tracheostomy management 
d. Voice/Speech 
e. General communication/developmental issues 
 
6. In your opinion is the level of speech-language pathology services available for your unit: 
a. Sufficient 
b. Insufficient 
Referrals 
 
7. How are patients referred to speech-language pathology services? Select all relevant.  
a. Open referral; the speech-language pathologist has input with any patient they feel 
would benefit from their services. 
b. Referral from medical staff (e.g. requested by a doctor) 
c. Referral from other health professional (e.g. nursing staff, allied health) 
d. Other (please specify) 
 
8. Is there a protocol for referral to speech-language pathology (e.g. for all patients with oral 
burns, patients with total body surface area burns greater than a certain percentage)? 
 
9.  If yes, please outline the protocol for referral to speech-language pathology.  
 
Clinical Areas and Allied Health Input 
 
10. What other allied health services do you currently have available in the burns unit? 
a. Physiotherapy 
b. Dietetics 
c. Social Work 
d. Occupational Therapy 
e. Psychology 
f. Unsure 
g. Other (please specify) 
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11. For children in the burns unit with swallowing or feeding issues, which allied health 
professionals are routinely involved in assessment and management? 
a. Speech-language Pathology 
b. Occupational Therapy 
c. Physiotherapy 
d. Medical  
e. Nursing 
f. Unsure 
g. Other (please specify) 
 
12. For children in the burns unit with orofacial contractures, which allied health professionals are 
involved in prevention, assessment or management? 
a. Speech-language Pathology 
b. Occupational Therapy 
c. Physiotherapy 
d. Medical  
e. Nursing 
f. Unsure 
g. Other (please specify) 
 
13. Do you have any further comments regarding speech-language pathology involvement in the 
assessment and management of patients with burn injuries? 
 
 
 
 
  
 
Appendix B: Speech-language Pathology Department Survey 
 
Demographics 
 
1. Which country do you work in? 
a. Australia 
b. New Zealand 
 
2. In which state/territory are you located? 
3. Approximately how many Full Time Equivalent (FTE) speech-language pathologists are in 
your Department? 
Services 
 
4. Does the speech pathology Department provide a service to the Burn Unit at the hospital? 
5. Is there a dedicated FTE position for the burns unit (e.g. .5 FTE)? 
6. In your opinion is the level of speech-language pathology service to the Burn Unit: 
a. Sufficient 
b. Insufficient 
Referrals 
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7. How are patients seen by speech pathology (e.g. referred vs open/blanket referral)? 
 
8. Approximately how many referrals does the speech-language pathology Department receive 
from the Burn Unit each year? 
a. <5 
b. 5-10 
c. 10-20 
d. Over 20 
e. Other (please specify):  
Clinical Areas and Input by Other Health Professionals  
 
9. In the burns unit are your hospital, which professionals are involved in the assessment and 
management of swallowing impairments? 
a. Speech-language Pathology 
b. Occupational Therapy 
c. Physiotherapy 
d. Medical 
e. Nursing 
f. Unsure 
g. Other (please specify): 
 
10. In the burns unit at your hospital, which professionals are involved in the assessment and 
management of orofacial contractures? 
a. Speech Pathology 
b. Occupational Therapy 
c. Physiotherapy 
d. Medical  
e. Nursing 
f. Unsure 
g. Other (please specify): 
Chemical Ingestion Injury 
 
11. Is the speech-language pathology Department involved in the management of patients 
admitted with chemical ingestion injury? 
 
12. Please briefly outline how you receive referrals for chemical ingestion injuries: 
 
13. Approximately how many chemical ingestion injury referrals do you receive each year? 
a. <5 
b. 5 – 10 
c. 10 – 20 
d. Above 20 
e. Other (please specify): 
 
14. For patients with chemical ingestion injury, how often do you provide services for the 
following? 
a. Swallowing – Never, Seldom, Often, Always, Unsure 
b. Tracheostomy – Never, Seldom, Often, Always, Unsure 
c. Voice/Speech – Never, Seldom, Often, Always, Unsure 
d. Communication/Developmental Issues – Never, Seldom, Often, Always, Unsure 
e. If you provide another type of service not listed above, please specify: 
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15. What other members of the multidisciplinary team are routinely involved in the management 
of chemical ingestion injuries in your service? 
a. Occupational Therapy 
b. Physiotherapy 
c. Dietetics 
d. Psychology 
e. Social Work 
f. Unsure 
g. Other (please specify): 
 
16. Which medical teams routinely manage patients with chemical ingestion injuries in your 
service?  
a. Ear, Nose and Throat 
b. Gastroenterology 
c. General Surgery 
d. Other (please specify): 
 
17. Do you have any further comment regarding speech-language pathology involvement in the 
assessment and management of patients with burn injuries (chemical ingestion or thermal 
burns)? 
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Table 1. Participating Australian and New Zealand States and Territories 
States/Territories Responding Group 
 Burn Unit SLP Department 
Auckland -  
New South Wales   
Northern Territory    
Queensland   
South Australia  -  
Tasmania   
Victoria   
Western Australia   
Total 7  7  
Note: SLP = Speech-language Pathology 
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Figure 1. Health Professionals indicated as involved in Swallowing Management by Response 
Group 
Note: SLP Dept = speech-language pathology department, SLP = speech-language pathologist, OT 
= occupational therapist, PT = physiotherapist 
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Figure 2. Professionals identified as Involved in Oro-Facial Contracture Management by 
response group 
Note: SLP Dept = speech-language pathology Department, SLP = speech-language pathologist, OT 
= occupational therapist, PT = physiotherapist 
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Figure 3.  SLP involvement in clinical areas (by frequency of response by SLP group) 
Note: SLP = speech-language pathology 
 
 
